practical application of this method in surgery and obstetrics was found. By 1920, 4,200 cases were traced by Zwefel (1910) from literature. In 1942, the single-injection technique was replaced by the continuous form, for prolonging the anaesthesia over long periods at will, by Hingson and Southworth (1942) , Southworth and Hingson (1943) and Edwards and Hingson (1943) Now a syringe is attached to the needle, and the piston drawn to confirm that the needle is not in a blood vessel, nor has it pierced the subarachnoid space. In the latter condition cerebrospinal fluid is sucked up into the syringe. Then slowly the required volume of the anaesthetic solution is injected, and occasionally the piston withdrawn to see that no blood is sucked up.
As soon as the required quantity is injected, the patient is put supine on his back. The anaesthetic now begins to act. The patient feels numbness in his legs and tingling in the medial sides of his thighs. He experiences a sense of fullness and discomfort in both legs. After about 20 minutes the anaesthesia is complete.
The level reached is almost above the umbilicus.
The level of the anaesthesia is largely dependent upon the quantity of the fluid injected. This has been confirmed by the statements of Sicard (1901), Cathelin (1903), Grodinsky and Best (1929) and Shaw (1926) . It has also been found that when a total volume is administered in divided doses, the level does not extend as high as when it has been given in a single dose. Again the influence of gravity and the rate of injection also play important parts in the height of the anaesthesia. As far as gravity is concerned, the anaesthesia is found to be more profound on the side of the decubitus of the patient during anaesthetic injection. [July, 1948 The patient acquires immediately a considerable anaesthesia in the lower extremities, and if the fluid has been injected quickly, the patient may get anoxia.
